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Rule”), which applies to certain motor
vehicle dealers, and its shared
enforcement with the Consumer
Financial Protection Bureau (“CFPB”) of
the furnisher provisions (subpart E) of
the CFPB’s Regulation V regarding other
entities. That clearance expires on July
31, 2022.

DATES: Comments must be submitted by
August 22, 2022,

ADDRESSES: Written comments and
recommendations for the proposed
information collection should be sent
within 30 days of publication of this
notice to www.reginfo.gov/public/do/
PRAMain. Find this particular
information collection by selecting
“Currently under Review—Open for
Public Comments”’ or by using the
search function.

FOR FURTHER INFORMATION CONTACT:
Gorana Neskovic, Attorney, Division of
Privacy and Identity Protection, Bureau
of Consumer Protection, (202) 326—
2322, 600 Pennsylvania Ave. NW, CC—
8232, Washington, DC 20580.

SUPPLEMENTARY INFORMATION:

Title: Duties of Furnishers of
Information to Consumer Reporting
Agencies.

OMB Control Number: 3084—0144.

Type of Review: Extension without
change of a currently approved
collection.

Affected Public: Private Sector:
Businesses and other for-profit entities.

Estimated Annual Burden Hours:
15,405 hours.?

Estimated Annual Labor Costs:
$858,754.2

Estimated Annual Non-Labor Costs:

$0.
Abstract

The Dodd-Frank Act3 transferred
most of the FTC’s rulemaking authority
for the furnisher provisions of the Fair

1In the Commission’s January 28, 2022, notice
seeking comment on the information collection
requirements associated with the Information
Furnishers Rule, 87 FR 4598 (Jan. 28, 2022), the
“Estimated Annual Burden Hours” was erroneously
listed as 17,483 hours. But the underlying
calculations in the January 28, 2022 notice were
correct, and the sum of those burden hours is
15,405 (12,770 hours + 2,635 hours).

2In the Commission’s January 28, 2022 notice,
the “Estimated Annual Labor Costs” was
erroneously listed as $966,143 when it was actually
$840,341 ($773,096 + $67,245). Additionally, the
hourly wage rates for sales and related workers
were updated by the U.S. Department of Labor on
March 31, 2022, and our estimates are now based
on mean hourly wages found at https://
www.bls.gov/news.release/ocwage.htm
(“Occupational Employment and Wages—May
2021,” U.S. Department of Labor, released March
2022, Table 1 (“National employment and wage
data from the Occupational Employment Statistics
survey by occupation, May 2021”"). Thus, $858,754
is the current estimate for annual labor costs.

3Public Law 111-203, 124 Stat. 1376 (2010).

Credit Reporting Act (“FCRA”) 4 to the
CFPB. The FTC, however, retains
rulemaking authority for motor vehicle
dealers that are predominantly engaged
in the sale and servicing of motor
vehicles, the leasing and servicing of
motor vehicles, or both.5 In addition,
the FTC retains its authority to enforce
the furnisher provisions of the FCRA
and rules issued under those provisions.
Accordingly, the FTC and CFPB have
overlapping enforcement authority for
many entities subject to CFPB’s
Regulation V (subpart E) and the FTC
has sole enforcement authority for the
motor vehicle dealers subject to the FTC
rule.

Under section 660.3 of the FTC’s
Information Furnishers Rule ¢ and
section 1022.42 of the CFPB Rule,”
furnishers must establish and
implement reasonable written policies
and procedures regarding the accuracy
and integrity of the information relating
to consumers that they furnish to a
consumer reporting agency (“CRA”) for
inclusion in a consumer report.# Section
660.4 of the FTC Rule and section
1022.43 of the CFPB Rule require that
entities which furnish information
about consumers to a CRA respond to
direct disputes from consumers. These
provisions also require that a furnisher
notify consumers by mail or other
means (if authorized by the consumer)
within five business days after making
a determination that a dispute is
frivolous or irrelevant (“F/I dispute”).

Request for Comment

On January 28, 2022, the Commission
sought comment on the information
collection requirements associated with
the Information Furnishers Rule. 87 FR
4598 (Jan. 28, 2022). No relevant
comments addressing the Rule’s
information collections were received.
Pursuant to the OMB regulations, 5 CFR
part 1320, the FTC is providing this
second opportunity for public comment
while seeking OMB approval to renew
clearance for the Rule’s information
collection requirements.

415 U.S.C. 1681 et seq.

5 See Dodd-Frank Act, 1029(a), (c).

616 CFR part 660.

712 CFR part 1022.

8The rule also provides that an entity is not a
furnisher when it: provides information to a CRA
solely to obtain a consumer report for a permissible
purpose under the FCRA; is acting as a CRA as
defined in section 603(f) of the FCRA; is an
individual consumer to whom the furnished
information pertains; or is a neighbor, friend, or
associate of the consumer, or another individual
with whom the consumer is acquainted or who may
have knowledge about the consumer’s character,
general reputation, personal characteristics, or
mode of living in response to a specific request
from a CRA.

Your comment—including your name
and your state—will be placed on the
public record of this proceeding.
Because your comment will be made
public, you are solely responsible for
making sure that your comment does
not include any sensitive personal
information, like anyone’s Social
Security number, date of birth, driver’s
license number or other state
identification number or foreign country
equivalent, passport number, financial
account number, or credit or debit card
number. You are also solely responsible
for making sure that your comment does
not include any sensitive health
information, like medical records or
other individually identifiable health
information. In addition, do not include
any “[t]rade secret or any commercial or
financial information whichis. . .
privileged or confidential” as provided
in Section 6(f) of the FTC Act 15 U.S.C.
46(f), and FTC Rule 4.10(a)(2), 16 CFR
4.10(a)(2). In particular, do not include
competitively sensitive information
such as costs, sales statistics,
inventories, formulas, patterns devices,
manufacturing processes, or customer
names.

Josephine Liu,

Assistant General Counsel for Legal Counsel.
[FR Doc. 2022-15588 Filed 7—-20-22; 8:45 am]
BILLING CODE 6750-01-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Agency for Healthcare Research and
Quality

Agency Information Collection
Activities: Proposed Collection;
Comment Request

AGENCY: Agency for Healthcare Research
and Quality, HHS.

ACTION: Notice.

SUMMARY: This notice announces the
intention of the Agency for Healthcare
Research and Quality (AHRQ) to request
that the Office of Management and
Budget (OMB) approve the revised
information collection project “The
AHRQ Safety Program for Methicillin-
Resistant Staphylococcus aureus
(MRSA) Prevention.”
DATES: Comments on this notice must be
received by September 19, 2022.
ADDRESSES: Written comments should
be submitted to: Doris Lefkowitz,
Reports Clearance Officer, AHRQ, by
email at doris.lefkowitz@ AHRQ.hhs.gov.
Copies of the proposed collection
plans, data collection instruments, and
specific details on the estimated burden


https://www.bls.gov/news.release/ocwage.htm
https://www.bls.gov/news.release/ocwage.htm
http://www.reginfo.gov/public/do/PRAMain
http://www.reginfo.gov/public/do/PRAMain
mailto:doris.lefkowitz@AHRQ.hhs.gov
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can be obtained from the AHRQ Reports
Clearance Officer.

FOR FURTHER INFORMATION CONTACT:
Doris Lefkowitz, AHRQ Reports
Clearance Officer, (301) 427-1477, or by
email at doris.lefkowitz@ AHRQ.hhs.gov.
SUPPLEMENTARY INFORMATION:

Proposed Project

AHRQ) Safety Program for Methicillin-
Resistant Staphylococcus aureus
(MRSA) Prevention

The Agency for Healthcare Research
and Quality (AHRQ) requests to revise
the currently approved AHRQ Safety
Program for Methicillin-Resistant
Staphylococcus aureus (MRSA)
Prevention. The AHRQ Safety Program
for MRSA Prevention’s purpose is to
reduce the incidence and prevalence of
infections caused by MRSA in a variety
of settings.

The AHRQ Safety Program for MRSA
Prevention was last approved by OMB
on August 31, 2021 and will expire on
August 31, 2024. The OMB control
number for the AHRQ Safety Program
for MRSA Prevention is 0935-0260. All
of the supporting documents for the
current AHRQ Safety Program for MRSA
Prevention can be downloaded from
OMB’s website at https://
www.reginfo.gov/public/do/
PRAViewICR?ref nbr=202107-0935-003.

The revision for the AHRQ Safety
Program for MRSA Prevention includes
the following modifications:

1. ICU/Non-ICU cohort: The optional
point prevalence data will be collected
at baseline (pre-intervention) and every
six months throughout the 18-month
implementation period rather than only
at baseline. Thus, it will be collected a
total of four times. The clinical
outcomes measures for the ICU/Non-
ICU cohort have been updated from the
version included in the original OMB
review.

In addition to the change in the
frequency of collection of point
prevalence data, the program will accept
hospital data collected using the new
Version 2.0 of the AHRQ Hospital
Survey on Patient Safety Culture
(HSOPS) as an alternative to the original
HSOPS Version 1.0. HSOPS Version 2.0
is a shorter instrument with a total of 40
survey items compared with 51 survey
items in the HSOPS Version 1.0.

2. Surgical Services cohort: After a
discussion with the program’s Technical
Expert Panel (TEP), it was decided to
collect surgical site infection (SSI)
outcome data on a different subset of
surgical procedures performed within
the cardiac surgery, orthopedic surgery,
and neurosurgery specialty areas. The
clinical outcomes measures for the

Surgical Services cohort have been
updated from the version included in
the original OMB review to reflect the
changes in surgical types.

For all three surgical specialties,
hospitals will have the opportunity to
confer rights to the program to their SSI
data submitted via National Healthcare
Safety Network (NHSN). Hospitals
confer rights to their NHSN data by
giving the program permission to access
their data directly from NHSN. In
addition, hospitals with cardiac surgery
teams enrolled in the program will be
asked to provide data elements that are
regularly collected and submitted to the
Society of Thoracic Surgeons (STS). STS
data elements for cardiac surgeries will
include procedures that involve
sternotomy and hospital readmission
due to Endocarditis, infection (conduit
harvest site), infection (deep sternum/
mediastinitis), Pneumonia, Sepsis, or
wound (drainage, cellulitis).

We estimate that 50% of 300 enrolled
units (n=150) will be orthopedic and
neurosurgical specialties that will
confer NHSN data rights to the program.
These hospitals will not need to submit
any data directly to the program.

The remaining 50% of 300 enrolled
units (n=150) are estimated to be either
cardiac surgical specialties that need to
submit STS data or orthopedic or
neurosurgical specialties that do not
confer NHSN data rights to the program.
These hospitals are assumed to have
some burden for either pulling and
submitting STS data extracts for cardiac
surgical specialties or pulling and
submitting NHSN data elements for
orthopedic or neurosurgical specialties
that do not confer rights to NHSN. We
assume 1 hour for the initial data pull
and 30 minutes for each subsequent
quarterly data pull.

In addition to the changes in clinical
outcomes described above, the program
will use the new HSOPS Version 2.0
instead of the original HSOPS Version
1.0 to assess patient safety culture
within enrolled surgical services teams.

3. Long-Term Care (LTC) cohort: The
LTC cohort will now also submit the
Minimum Data Set (MDS) 3.0 M Skin
Conditions data elements. These
elements are currently collected by
CMS-certified LTC facilities to remain
compliant. Since the MDS 3.0 data is
already being collected for CMS, LTC
facilities would be asked to submit the
same data to the program after
transmittal to CMS. As a result, there is
a minimal change in burden (i.e., from
five hours to six hours for the initial
data pull and from 30 minutes to 45
minutes for additional pulls). The
clinical outcomes measures for the LTC
cohort have been updated from the

version included in the original OMB
review.

The project is being conducted by
AHRQ through its contractor, Johns
Hopkins University (JHU) and JHU’s
subcontractor, NORC at the University
of Chicago. The project is being
undertaken pursuant to AHRQ’s mission
to enhance the quality, appropriateness,
and effectiveness of health services, and
access to such services, through the
establishment of a broad base of
scientific research and through the
promotion of improvements in clinical
and health systems practices, including
the prevention of diseases and other
health conditions (42 U.S.C. 299).

Method of Collection

The data collection will include both
primary and secondary data sources.
The primary data collection includes
the following:

(1) Unit-level clinical outcome change
data: The program will use a secure
online portal to collect clinical
outcomes measures extracted from site
electronic health record (EHR) systems
for the 12-month period prior to the
start of the implementation, as well as
for the 18-month implementation
period. These data will be used to
evaluate the effectiveness of the AHRQ
Safety Program for MRSA Prevention.
The clinical outcomes measures for the
ICU/non-ICU and Surgical Services and
Long-Term Care cohorts have been
updated from the version included in
the original OMB review.

For the ICU and non-ICU cohorts, the
clinical outcomes data will be collected
quarterly and will include:

e Hospital onset MRSA invasive
infection (MRSA bacteremia LabID
Day 3 or after of admission)

e Community onset MRSA invasive
infection (MRSA bacteremia LabID
prior to Day 3 after admission)

o Patient days

e Central Line-Associated Blood Stream
Infections with causative organism(s)

¢ Central Line Days

¢ Hospital onset bacteremia (Day 3 or
after of admission) with causative
organisms, including MSSA

¢ MRSA-positive clinical cultures

In addition, hospitals that are already
conducting MRSA point prevalence
surveys in participating ICU and non-
ICU units will be asked to submit this
optional data via the secure online
portal. Hospitals will be asked to submit
baseline data at the start of the program
and then submit data once every six
months for the duration of the 18-month
implementation period. Thus, it will be
collected a total of four times.


https://www.reginfo.gov/public/do/PRAViewICR?ref_nbr=202107-0935-003
https://www.reginfo.gov/public/do/PRAViewICR?ref_nbr=202107-0935-003
https://www.reginfo.gov/public/do/PRAViewICR?ref_nbr=202107-0935-003
mailto:doris.lefkowitz@AHRQ.hhs.gov
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For the surgical services cohort, the
clinical outcomes data will be collected
quarterly and will include:

o Surgical site infection (SSI) events
and causative organisms

e Number of surgical procedures
performed, by type of surgical
procedure

¢ Hospital readmissions
For the LTC cohort, the clinical

outcomes data will be collected monthly

via the secure online portal, or via fax
submission, and will include:

o Transfer of facility resident(s) to an
acute care hospital, with reason of
suspected or confirmed infection

o Transfer of facility resident(s) to an
acute care hospital, with reason other
than infection

e All-cause bacteremia with causative
organisms

¢ Resident days

e MDS 3.0 Section M Skin Conditions
data elements
(2) Survey of Patient Safety: The

program will administer AHRQ) Surveys

of Patient Safety Culture to all eligible

AHRQ Safety Program for MRSA

Prevention staff at the participating

units or facilities at the beginning

(month 1) and end (month 18) of the

implementation. We will administer the

Hospital Survey of Patient Safety

Culture (HSOPS) in the ICU, non-ICU,

and surgical cohorts, and the Nursing

Home Survey on Patient Safety

(NHSOPS) in the LTC cohort. We will

accept either HSOPS Version 1.0 or

Version 2.0 for the ICU and non-ICU

cohort and will accept HSOPS Version

2.0 for the surgical services cohort.

These surveys ask questions about

patient safety issues, medical errors, and

event reporting in the respective setting.
The program will request that all staff
on the unit or facility that is
implementing the AHRQ Safety Program
for MRSA Prevention complete the
survey. As unit and facility size vary,
we estimate the average number of
respondents to be 25 for each unit.

(3) Infrastructure Assessment Tool—
Gap Analysis: The program will
administer the Gap Analysis at month 1
and month 18 of the implementation to
an Infection Preventionist and one of
the unit’s team leaders (most likely a
nurse). Information on current practices
in MRSA prevention on the unit will be
collected. The Gap Analysis for the
surgical services cohort has been
updated from the version included in
the original OMB review.

(4) Implementation Assessments—
Team Checkup Tool: The
implementation assessments will be
conducted to monitor the program’s
progress and determine what the
participating sites have learned through
participating in the program. The Team
Checkup Tool will be requested
monthly, and we anticipate
participation from approximately 1
frontline staff (most commonly a nurse)
per unit. The program will use the Team
Checkup Tool to monitor key actions of
staff. The Tool asks about use of safety
guidelines, tools, and resources
throughout three different phases:
Assessment; Planning, Training, and
Implementation; and Sustainment. The
Team Checkup Tools for the LTC and
Surgical Services cohorts have been
updated from the versions included in
the original OMB review.

The secondary data collection strategy
includes use of NHSN data from

hospitals that confer rights to the AHRQ
Safety Program for MRSA Prevention to
use their NHSN data for the evaluation.
NHSN data will serve as secondary data
sources for clinical outcomes in ICU,
non-ICU, and surgical services units.
Clinical outcome measures in LTC
settings are not available in NHSN.

For hospitals that confer NHSN rights
to the program for the ICU and non-ICU
cohorts, the secondary data will include
the five out of seven clinical outcome
measures that are available via NHSN:

e Hospital onset MRSA invasive
infection (MRSA bacteremia LabID
Day 3 or after of admission)

e Community onset MRSA invasive
infection (MRSA bacteremia LabID
prior to Day 3 after admission)

o Patient days

e Central Line-Associated Blood Stream
Infections with causative organism(s)

e Central Line Days

For hospitals that confer NHSN rights
to the program for the surgical services
cohort, the secondary data will include
the two clinical outcome measures that
are available via NHSN:

e Surgical site infection (SSI) events
and causative organisms

e Number of surgical procedures
performed, by type of surgical
procedure

Estimated Annual Respondent Burden

Exhibit 1 shows the total estimated
annualized burden hours for the data
collection efforts.

All data collection activities are
expected to occur within the three-year
clearance period. The total estimated
annualized burden is 12,052 hours.

EXHIBIT 1—ESTIMATED ANNUALIZED BURDEN HOURS

Number of
Number of Hours per Total burden
Form name + | responses per
respondents respondent response hours
Survey of Patient Safety Culture

HSOPS Version 1.0 (25 respondents per unit, pre- and post-implementation

for ICU and NON-ICU) ..........coceiiiiiiiiiii et 6,667 2 0.25 3,334
HSOPS Version 2.0 (25 respondents per unit, pre- and post-implementation

for ICU and NON-ICU) ..........ccccuiiiiiieie et 2,500 2 0.21 1,050
NHSOPS (25 respondents per facility, one response per pre- and post-im-

plementation for LTC cohort, 300 facilities total) ...........cccccoeveevveerieenvecenn. 2,500 2 0.25 1,250

Infrastructure Assessment

Gap Analysis (1 assessment per unit or facility, pre and post-implementa-

tion for all four cohorts, 1,400 Sites tOtal) .........ccceeeiieiiiiiiiiiieeie e 467 2 1 934

Implementation Assessments

Team Checkup Tool (1 checklist conducted monthly during the 18 months

of implementation for ICU, non-ICU, and Surgical cohorts, 1,100 units

o7 ) PSPPSR 367 18 0.17 1,123
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EXHIBIT 1—ESTIMATED ANNUALIZED BURDEN HOURS—Continued

Number of

Number of Hours per Total burden
Form name respondents + rerzps%rc\)?%segter responpse hours
Team Checkup Tool (7 checklist conducted monthly per facility during the
18 month implementation period for LTC cohort, 300 facilities total) .......... 100 18 0.17 306
Electronic Health Record (EHR) Extracts
Initial data pull for 10% of hospitals that do not confer rights to their NHSN
data—(once at baseline for ICU and non-ICU cohorts, 800 units total) ..... 27 1 5 135
Initial data pull for hospital onset bacteremia (including MSSA) and MRSA-
positive clinical cultures (not available in NHSN) (once at baseline for ICU
and non-ICU cohorts, 800 units total) ........c.cccoueeereieiiiiiienieeee e 267 1 3.5 935
Initial data pull for 10% of units that submit point prevalence survey data
(once at baseline for ICU and non-ICU cohorts, 800 units total) ................ 27 1 0.5 14
Subsequent data pull for 10% of units that submit point prevalence data
(every six months during 18 months of implementation for ICU and non-
ICU cohorts, 800 UNits TOLAl) .......cceeieeeeeiiee et 27 3 0.25 20
Initial data pull for 50% of surgical units that do not confer rights to NHSN
data—(once at baseline for Surgical cohort, 300 settings total) ................. 50 1 1 50
Initial data pull—(once at baseline for LTC cohort, 300 facilities total) .......... 100 1 6 600
Quarterly data collection of monthly data—(quarterly during 18 months of
implementation for ICU and non-ICU, cohorts, 800 units total) .................. 267 6 0.5 801
Quarterly data collection of monthly data for 50% of hospitals that do not
confer rights to their NHSN data (quarterly during 18 months of imple-
mentation for surgical cohorts, 300 units total) .............cccocuviececniiniienneens 50 6 0.5 150
Monthly data—(monthly per facility during 18 months of implementation for
LTC cohort, 300 facilities tOtal) ........ccccououeiiiieeiiiee et 100 18 0.75 1,350
LI ] €= S SRRP 13,516 | covveiiiiiieieeies | v 12,052

+The number of respondents per data collection effort is calculated by multiplying the number of respondents per unit by the total number of

units. The result is divided by three to capture an annualized number.

Exhibit 2 shows the estimated
annualized cost burden based on the

respondents’ time to complete the data
collection activities. The total

annualized cost burden is estimated to
be $554,699,76.

EXHIBIT 2—ESTIMATED ANNUALIZED COST BURDEN

Average
Number of Total burden Total cost
Form name respondents hours hourgtévage burden
Survey of Patient Safety Culture

HSOPS Version 1.0 (25 respondents per unit, pre- and post-implementation

for ICU and Non-ICU CORNOIS) ........ccceceieiieiieeieeeie et 6,667 3,334 *$51.53 $171,801.02
HSOPS Version 2.0 (25 respondents per unit, pre- and post- implementa-

HON SUIGICAl CONOI) ...ttt 2,500 1,050 *51.53 54,106.50
NHSOPS (25 respondents per facility, one response per pre- and post-im-

plementation for LTC cohort, 300 facilities total) ..........ccccouevoeeevicennnienanne 2,500 1,250 *51.53 64,412.50

Infrastructure Assessment

Gap Analysis (1 assessment per unit or facility, pre and post-implementa-

tion for all four cohorts, 1,400 Sites tofal) ..........cocerveiiieiiiiiienieieeeee e 467 934 *51.53 48,129.02

Implementation Assessments

Team Checkup Tool (7 checklist conducted monthly during 3 months of

ramp-up and 15 months of implementation periods for ICU, non-ICU, and

Surgical cohorts, 1,100 UNits tOLal) .........ccueieeiiimiiiiieeee e 367 1,123 *51.53 57,868.19
Team Checkup Tool (1 checklist conducted monthly per facility during 18

months of implementation for LTC cohort, 300 facilities total) .................... 100 306 *51.53 15,768.18

Electronic Health Record (EHR) Extracts

Initial data pull for 10% of hospitals that do not confer rights to their NHSN

data—(once at baseline for ICU and non-ICU cohorts, 800 units total) ..... 27 135 ~35.17 4,747.95
Initial data pull for hospital onset bacteremia (including MSSA) and MRSA-

positive clinical cultures (not available in NHSN) (once at baseline for ICU

and non-ICU cohorts, 800 units tOfal) ........c.cccoueiriiiiieiieeiiieieese e 267 935 ~35.17 32,883.95
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EXHIBIT 2—ESTIMATED ANNUALIZED COST BURDEN—Continued
Average
Number of Total burden Total cost
Form name respondents hours hourzt;vage burden

Initial data pull for 10% of units that submit point prevalence survey data

(once at baseline for ICU and non-ICU cohorts, 800 units total) ................ 27 14 ~35.17 492.38
Subsequent data pull for 10% of units that submit point prevalence data
(every six months during 18 months of implementation for ICU and non-

ICU cohorts, 800 UNitS tOLAl) .........cceeieeeiieiiieieeeee et 27 20 ~35.17 703.40
Initial data pull for 50% of surgical settings that do not confer rights to

NHSN data—(once at baseline for Surgical cohort, 300 settings total) ...... 50 50 ~35.17 1,758.50

Initial data pull—(once at baseline for LTC cohort, 300 facilities total) .......... 100 600 ~35.17 21,102.00
Quarterly data—(quarterly during 18 months of implementation for ICU and

non-ICU cohorts, 1,100 Units tO1al) ..........cccovoeiiiiiiiiiiiiieeeese e 267 801 ~35.17 28,171.17
Quarterly data collection of monthly data for 50% of hospitals that do not
confer rights to their NHSN data (quarterly during 18 months of imple-

mentation for surgical cohorts, 300 units total) .............ccoceevveiiiniiniiencnenns 50 150 ~35.17 5,275.50
Monthly data—(monthly per facility during 18 months of implementation for

LTC cohort, 100 facilities total) ............cccoeiveiiemiieeaiieieeeee e 100 1,350 ~35.17 47,479.50

LI €= ORI 13,516 12,052 | ooiiiiieeeeene 554,699,76

*This is an average of the average hourly wage rate for physician, nurse, nurse practitioner, physician’s assistant, and nurse’s aide from the
May 2019 National Occupational Employment and Wage Estimates, United States, U.S. Bureau of Labor Statistics (https://www.bls.gov/oes/

current/oes_nat.htm#00-0000).

~This is an average of the average hourly wage rate for nurse and IT specialist from the May 2019 National Occupational Employment and
Wage Estimates, United States, U.S. Bureau of Labor Statistics (https.//www.bls.gov/oescurrent/oes_nat.htm#00-0000).

Request for Comments

In accordance with the Paperwork
Reduction Act, 44 U.S.C. 3501-3520,
comments on AHRQ’s information
collection are requested with regard to
any of the following: (a) whether the
proposed collection of information is
necessary for the proper performance of
AHRQ’s health care research and health
care information dissemination
functions, including whether the
information will have practical utility;
(b) the accuracy of AHRQ’s estimate of
burden (including hours and costs) of
the proposed collection(s) of
information; (c) ways to enhance the
quality, utility and clarity of the
information to be collected; and (d)
ways to minimize the burden of the
collection of information upon the
respondents, including the use of
automated collection techniques or
other forms of information technology.

Comments submitted in response to
this notice will be summarized and
included in the Agency’s subsequent
request for OMB approval of the
proposed information collection. All
comments will become a matter of
public record.

Dated: July 18, 2022.
Marquita Cullom,
Associate Director.
[FR Doc. 2022-15627 Filed 7-20-22; 8:45 am]
BILLING CODE 4160-90-P

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centers for Medicare & Medicaid
Services

[CMS—3429-PN]

Medicare and Medicaid Programs:
Application From the Center for
Improvement in Healthcare Quality for
Continued Approval of Its Hospital
Accreditation Program

AGENCY: Centers for Medicare &
Medicaid Services, HHS.

ACTION: Proposed notice.

SUMMARY: This proposed notice
acknowledges the receipt of an
application from the Center for
Improvement in Healthcare Quality
(CIHQ) for continued recognition as a
national accrediting organization for
hospitals that wish to participate in the
Medicare or Medicaid programs.

DATES: To be assured consideration,
comments must be received at one of
the addresses provided below, by
August 22, 2022.

ADDRESSES: In commenting, please refer
to file code CMS—3429-PN.

Comments, including mass comment
submissions, must be submitted in one
of the following three ways (please
choose only one of the ways listed):

1. Electronically. You may submit
electronic comments on this regulation
to http://www.regulations.gov. Follow
the “Submit a comment” instructions.

2. By regular mail. You may mail
written comments to the following

address ONLY: Centers for Medicare &
Medicaid Services, Department of
Health and Human Services, Attention:
CMS-3429-PN, P.O. Box 80186,
Baltimore, MD 21244-8010.

Please allow sufficient time for mailed
comments to be received before the
close of the comment period.

3. By express or overnight mail. You
may send written comments to the
following address ONLY: Centers for
Medicare & Medicaid Services,
Department of Health and Human
Services, Attention: CMS—-3429-PN,
Mail Stop C4-26—-05, 7500 Security
Boulevard, Baltimore, MD 21244—-1850.

For information on viewing public
comments, see the beginning of the
SUPPLEMENTARY INFORMATION section.
FOR FURTHER INFORMATION CONTACT: Erin
Imhoff (410) 786—-2337; Caecilia
Blondiaux (410) 786—2190.
SUPPLEMENTARY INFORMATION:

Inspection of Public Comments: All
comments received before the close of
the comment period are available for
viewing by the public, including any
personally identifiable or confidential
business information that is included in
a comment. We post all comments
received before the close of the
comment period on the following
website as soon as possible after they
have been received: http://
www.regulations.gov. Follow the search
instructions on that website to view
public comments. CMS will not post on
Regulations.gov public comments that
make threats to individuals or
institutions or suggest that the
individual will take actions to harm the
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